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“ (1) Always consider an epileptic fit as a symptom of some 
underlying condition. (2) Inquire particularly and very care¬ 
fully about the first convulsion : What was its apparent excit¬ 
ing cause ; what was its character, general or affecting only 
certain portions of the body, and what portion of the body was 
affected at the beginning of the fit ? (3) If there was an aura, 
investigate it carefully, as it will not infrequently give a clue 
as to the seat of the lesion. (4) If there has been a trauma or 
a suspicion of trauma, shave the head and look carefully for a 
scar or a depression. If there is evidence of a trauma in a 
position corresponding to the initial symptoms of the fit, an 
operation is usually justifiable. (5) If you cannot get a clear 
history of the case give a placebo and place the patient under 
competent surveillance until you can satisfy yourself as to the 
character of the fits. (6) Do not operate on a porencephalic 
child and expect to cure the epilepsy. Do not, as a rule, oper¬ 
ate on a case of post-hemiplegic epilepsy in a child and expect 
to cure. (7) Do not operate on an old, idiotic epileptic, a vic¬ 
tim of idiopathic epilepsy, with general convulsions of years’ 
standing .”—Medical News, March 21, 1896. 

PRITCHARD. 

Atypical Syringe- Professor Raymond (Rev. Intern, de 
Myelia. Med. el de Chir. Nov. 25, 1895).—In 

a clinic at the Salpetriere, showed a case of syringo myelia of 
what he called the Brown-Sequard type, in which the disturb¬ 
ances of motion and sensation are situated upon opposite sides, 
as in the form of spinal paralysis known by the same name. 
The patient showed a hemiplegia on the left side of a spinal 
type, in which the face was not affected. There was a general 
lessening of Faradic excitability upon that side without any 
reaction of degeneration. The arm was much more affected 
than the leg ; there were great exaggeration of the tendon re¬ 
flexes of both leg and arm, with an ankle clonus. There was 
no trouble of sensation upon the left side, except a subjective 
feeling of formication. On the right there was no motor im¬ 
pairment at all, but sensory disturbances, formication, a burn¬ 
ing in both the arm and the leg, with perfect preservation of 
the sense of touch, abolition of pain sense, and a loss of ther¬ 
mic sense. Professor Raymond had no suggestions for treat¬ 
ment to make, and considered the prognosis likely to be bad. 

MITCHELL. 

Two Cases of ’ Hys- At the Societe Med. des Hopitaux, 
terical Meningitis. Dec. 27, .1895, M. Galliard noted two 
cases of what might be called, the one ” hysterical ” and the 
other “neurotic” meningitis, or conditions simulating menin¬ 
gitis. In the first, the hysterical case, a young woman suffered 
for several days with furious headache, violent pain in the 
epigastrium, uncontrollable vomiting, constipation, hyperces- 
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thesia, tache cerebrale, stiffness of the neck ; the only symp¬ 
tom wanting to complete the picture was fever. She made an 
excellent recovery in a few days. The second case was a man 
of 26 years, described as not hysterical. The meningitis here 
followed a violent emotion, the patient having been falsely ac¬ 
cused of theft from a shop in which he was employed. Some 
ten days after he was admitted to the hospital, with stupor, 
prostration, a countenance like a patient suffering with menin¬ 
gitis, epigastric pain, vomiting, fceted breath, loss of appetite, 
hypersesthesia, constipation and retention of urine. There 
was no stiffness of the neck, and no fever. He had nocturnal 
delirium, great feebleness, and became extremely emaciated. 
After being three weeks in the hospital, he seemed of a sudden 
to awake from a dream, spoke naturally, and took food, and 
in fifteen days left the hospital perfectly well. These cases 
are not unlike the occasional ones, where the invasion stage 
of typhoid simulates meningitis. Le Med. Mod.. Dec. 28, 1895. 

MITCHELL. 

Late Appearance of Dr. de Grand Maison describes two 
Traumatic Myelitis. cases Q f s i ow development of myelitis 
some years after traumatism. The first case, a man with no 
history of specific or other serious disease, had a fall in de¬ 
scending a ladder during the summer of 1889, when he was 
51 years of age. The lumbar region was somewhat bruised, 
and the spinous processes no doubt sustained contusions in the 
fall. He had severe lumbar pains for several days, but after 
this, for nearly a year, was quite free from pain, and it was 
not until the end of 1892 that his state became troublesome. 
At this time he had violent, even lightning pains, increased 
by walking or by other effort. He had difficulty in walking, 
staggered, and could not raise his feet from the ground. When 
seen by Dr. de Grand Maison in June, 1893, he was unable to 
stand alone, could scarcely raise his feet when standing, and 
even when seated found himself unable to move the lower 
limbs. The knee jerk was greatly exaggerated. There was 
no disturbance of sensation except a slight lessening of sensi¬ 
bility in the whole of the legs. Pressure upon the spot sup 
posed to have been injured by the fall gave lively pain In 
spite of treatment the patient’s condition continued to grow 
worse ; within a month he had to take to his bed, and began 
to have crises of dyspnoea, and even during the intervals be¬ 
tween the attacks, breathed with a certain difficulty. A bed¬ 
sore developed upon the sacrum, and rapidly extended. The 
bladder and rectum lost power, the legs become extremely 
atrophied, and while the dyspnoea disappeared, a tachycardia 
took its place. The patient died of exhaustion in the latter 
part of September, four years after the injury. 

A second case, very similar in character, arid of about the 



